In 1887 my attention was first called to the ease with which the bladder wall will reunite after injury, under the most adverse circumstances, when the portion involved is free within the peritoneal cavity.
The case upon which I operated at this time was that of a child eighteen months old, where an abscess in the vicinity of the appendix had resulted in a vesicointestinal fistulous opening in the appendiceal region.
Laparotomy disclosed two fistulse of the small intestine, complicated with an opening into the bladder to the right of the fundus. The intestines were freed from adhesions and drawn out of the wound. The refreshed edges of the openings were closed by double lines of fine continuous tendon sutures, wT hich in turn were intrafolded by a second layer of continuous tendon Lembert sutures. After the intestine had been returned, the bladder wall was freed from its adhesions, the opening into it refreshed and sutured in double lines of continuous tendon sutures, in precisely the same manner as I had closed the intestinal wounds.
The child made an easy and perfect recovery, with primary union of the openings, and is today a strong, vigorous girl. Reflection on the diverse physiologic relationship of the parts involved must lead to the conclusion that, at least, this is an hitherto overlooked important factor for surgical consideration, and I now invite the profession to give it due consideration in order to profit, as far as possible, from its better understanding, by the adaptation of improved surgical methods.
Every one who is familiar with anterior colporrhaphy for cystocele knows the comparative ease and safety with which a large portion of the vaginal muscle may be dissected from the dependent posterior bladder wall, and the almost sure complete primary union which ensues upon its fixation and closure.
It is safe, and not very difficult, having split the edges of a refreshed vesico-vaginal fistula, to separate widely the bladder from the vagina. When this has been effected, but not until the dissection is complete, the opening in the bladder wall is refreshed and closed by a double line of continuous sutures, as already described,carefully avoiding penetration of the mucous membrane, using for suture material a fine tendon.
By the use of a needle with the eye near the point, the suture is carried back and forth through the same stitch opening, precisely as the shoemaker sews leather.
The opening in the viscus is then closed by an even, uniform support, coaptating but not unduly compressing the enclosed structures A single knot fixes the suture, a fact of considerable importance when the material used is to be left buried. The free dissection makes the union of the bladder wall a comparatively easy operation, and even when a large portion of the vaginal vault has been lost, there is little difficulty in effecting an easy uniform closure without tension of the bladder wall. As every operator knows, in large fistulse, when thevaginal structures are enclosed with the bladder wall, this part of the operation is exceedingly difficult, and the tension upon the parts which follows is the usual cause of failure.
Therefore, again I emphasize the necessity of free dissection which, to the timid operator, at the outset seems at least to border on the verge of rashness.
The bladder wall having been closed, we have remaining an operation not unlike that ordinarily undertaken for the cure of cystocele, with the exception that oftentimes the remaining vaginal structures are unduly minimized. How these structures shall be closed, so far as the cure of the fistula is concerned, is comparatively of minor importance. It is wise, however, to restore them as nearly as possible to their primal condition. I think that this is best effected in a general way, a method which for many years I have continuously practiced, by the use of a single tendon suture applied with an Hagedorn needle, using a lacing stitch, the sutures being deeply imbeddedfrom side to side. In this way the vaginal wall is coaptated in two or three layers and the mucous surfaces of the vagina are carefully approximated. This results in an entirely closed wound, the antero-posterior diameter of which has been considerably increased; in the first place, by the inversion of the mucous membrane of the bladder; in the second place, the approximation of the widely denuded structures upon the median line; and in the third place, by the inversion of the approximated vaginal surfaces of the wound.
Fistula in which the cervical portion of the uterus is involved comes easily under the same general plan of operative measures. The orgau must be freely separated from its attachments.
Recto-vaginal fistulse are operated upon by essentially the same method. From below through the perineum the vagina is freely separated from the bowel. The opening in each is closed precisely as the opening in the bladder wall; then the perineum is restored by layers of buried tendon sutures. I have long practiced this method almost without failure, a description of which in careful detail published years ago.
Suprapubic cystotomy in the male furnishes its corroborative testimony of importance in this direction, Here a large wound of the bladder is made with seeming impunity for a variety of reasons, the bladder wall independently closed, the superadjacent structures united in layers, the skin rejoined by a buried suture and the wound sealed without drainage. The suprapubic attachment of the bladder is by loose elastic structures which furnish the conditions favorable for easy retention at rest of the rejoined bladder wall.
Mackenrodt of Berlin, in 1894, advocated a free dissection not unlike that which I have above described, after which he united the wound in the bladder with fine silkworm gut sutures. Then uterus as a factor of repair, and that his method is easier to apply where the destruction of the tissue is so great as to include the upper part of the urethra. This I believe to be important, but it does not seem to me thatthe union of the posterior bladder wall with the anterior vaginal wall is ever to be advised when lateral approximation upon the median line can be effected.
The advantages I claim for my method are apparent. It is based: 1, on the anatomic and physiologic relationship of the approximated organs; 2, on the comparative ease of operation made possible by a free dissection; 3, the far greater probability of cure of large vesico-vaginal fistulas, where a considerable portion of the vaginal tract has been lost; 4, the great advantage obtained from the lateral approximation of the structures on the median line; 5, by the use of aseptically buried tendon sutures the parts are held at rest in easy apposition and primary union follows, with no subsequent care of the wound and no removal of sutures.
